Visceral artery aneurysms and dissections are uncommon but clinically important entities. The celiac artery is involved in only 4% of all visceral artery aneurysm (VAA) cases. Awareness of this pathology is important because of its unpredictable natural history and life-threatening complications.
Visceral artery aneurysm (VAA) and dissection (VAD) is an uncommon but a life-threatening clinical entity due to its potential to rupture. Celiac artery aneurysm (CAA) comprises only 4% to 6% of all VAAs, whereas isolated celiac artery dissection (CAD) is exceptionally rare. Atherosclerosis is considered the most common cause of all VAAs, including CAA. Among various imaging modalities being used to diagnose VAA, angiography is still considered the gold standard, but sonography is being used more in the basic diagnostic workup. The true incidence of CAA/CAD is still not known, but more cases are being diagnosed now because of an increasing use of advanced imaging technologies. The authors present an interesting case of CAA/CAD, secondary to rheumatoid arthritis vasculitis, with a review of the literature to evaluate the use of sonography as a valuable diagnostic tool in the basic workup of VAA.
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Case Report
A middle-aged woman with a 30-year history of rheumatoid arthritis presented with significant epigastric pain, nausea, and decreased appetite resulting in a 10-lb weight loss over the past several months. She was referred to our department for sonography to evaluate for suspected gallbladder disease.
The sonogram was performed on a Philips iU22 system (Bothell, Washington) using a broadband sector array transducer (S4-1 MHz). An aneurysmal dilatation of the celiac axis was seen measuring 1.5 cm ( Fig. 1 ) in diameter, extending from the origin to its bifurcation but not involving the hepatic and splenic arteries (Figs. 2, 3 ). Grayscale and color Doppler images revealed mural thrombus along the wall of the celiac trunk extending from its origin to a distance of approximately 2 cm. Blood flow through the artery was well maintained ( Fig. 3 ) with a velocity of 92 cm/s. No evidence of intimal flap, double lumen, or stenosis was seen. The superior mesenteric artery (SMA) and aorta appeared normal. The remainder of the examination was unremarkable. CTA (Figs. 4, 5) and MRA were both performed, confirming the sonographic findings with no additional abnormalities noted.
The patient elected to have the aneurysm surgically repaired. A Gore-Tex interposition graft was used to repair the celiac aneurysm. The postoperative histological findings included areas of localized necrosis and dissection involving the media, incorporating organizing hemorrhage and hematoma with vascular aneurysmal dilatation and no intraluminal thrombus, findings consistent with rheumatoid arteritis.
The patient recovered well from the surgery. Initially, her abdominal pain resolved but recurred after a few months. The patient continues to be followed by her rheumatologist and vascular surgeon, although the etiology of her abdominal pain remains unclear. 
Discussion
VAA and visceral artery dissection (VAD) is an uncommon but life-threatening clinical entity because of its potential to rupture/hemorrhage 1 and/or erode into the adjacent structures without any warning symptoms.
Aneurysm is defined as a localized or diffuse dilation of an artery with a diameter at least 50% or more than normal. 2 However, there is no specifically defined measurement for celiac artery aneurysm (CAA) in the literature. Isolated dissection of the celiac artery is defined as cleavage of the arterial wall by an intramural hematoma, between the subintimal/medial or medial/adventitial plane, without involvement of the aorta. 3 Common causes of CAA/celiac artery dissection (CAD) include atherosclerosis, trauma, iatrogenic disorders, pregnancy, syphilis, polyarteritis nodusa, fibromuscular dysplasia, cystic medial degeneration, connective tissue disorders, and some congenital disorders. 4 Approximately 40% of all CAAs are idiopathic. 4 The true incidence of CAA is still not known, but according to one study, the incidence of VAA is about 1% of the population, 5 and CAA represents 4% to 6% of all VAAs. 5 Of approximately 3000 cases of VAA reported in the literature until 1996, 5 only 108 involved the celiac artery. 6 CAA is considered the fourth most common form of VAA and third most common among splanchic artery aneurysms after splenic and hepatic arteries. 7 Isolated dissection of aortic branches, in decreasing order of incidence, includes renal arteries, coronary arteries, cerebral arteries, carotid arteries, vertebral arteries, and visceral arteries. 8 CAD is an exceptionally rare condition with approximately 22 cases reported through 2006, [8] [9] [10] [11] [12] [13] the majority of which show concomitant involvement of other visceral arteries. There are only 2 other reported cases of isolated dissection of the celiac artery with no involvement of any other visceral branch. 8 More cases of VAA are being diagnosed nowadays because of an increasing use Most of the studies report male predominance in CAA and CAD, with a 2:1 male-to-female ratio for CAD [8] [9] [10] [11] [12] [13] and approximately 70% of all CAA patients being male. 14 One study reported 4:1 female predominance for CAD. 8 Patients with CAA/CAD usually present in the sixth decade of life 14 with a variety of symptoms, including abdominal pain, nausea, vomiting, pulsating mass, gastrointestinal bleeding, jaundice, hemoptysis, or abdominal bruit on examination. 14 Intestinal angina is an important symptom as it may require urgent revascularization surgery. Some patients remain asymptomatic and are either diagnosed incidentally or at autopsy, but about 22% of all CAAs can present as vascular emergencies. 14 The natural history of CAA/CAD is unpredictable as the factors that may stratify the risk of life-threatening or fatal complications have not been identified, and these may occur without any warning symptoms. There are no defined measurements for CAA that can predict rupture because of the small number of cases in the literature 15 and also because the celiac artery is not specifically surveyed on routine abdominal scans. CAA/CAD can lead to rupture, thrombus formation, embolism leading to organ infarcts, erosion into adjacent structures, and stenosis/occlusion of arteries, or it may remain dormant for years. Although the risk of aneurysm rupture is low (15%-20%), 16 the mortality rate of ruptured aneurysm is 80% to 100% in contrast to 5% to 10% for nonruptured aneurysms. 16, 17 Arteriography is still considered the gold standard, 18 but sonography and computed tomography (CT) are the basic tools in the diagnostic workup of VAAs. Arteriography may be required for the preoperative exact localization of the aneurysm and for the evaluation of other arteries. Sonography is being used more in the early evaluation of VAA/VAD as it is a safe, noninvasive, and quick imaging modality, and the literature review suggests that more cases are being diagnosed by sonography. [18] [19] [20] [21] Gray-scale imaging can localize and measure the size of visceral arteries and show the presence of aneurysmal 
Conclusion
The review of the current literature shows that more cases of VAA/VAD are being diagnosed by sonography. The modality is being increasingly used because it provides a safe, rapid, and noninvasive approach with accurate dynamic/real-time and static imaging. In our case, sonography provided excellent visualization of celiac artery pathology with no additional information from the gold-standard modalities (e.g., CTA and MRA). The aneurysm was confined to the celiac artery with no concomitant involvement of any organ or other visceral arteries (e.g., SMA, hepatic artery, splenic artery, etc.), which is rarely reported. Our case provides further support of the value of sonography in the initial evaluation and basic diagnostic workup of any patient presenting with unexplained abdominal symptoms.
